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SCHOOL HEALTH SERVICES — PROBLEMS — SOLUTIONS — 
IDEAS AS VIEWED BY THE BOARD OF EDUCATION 


ELIZABETH P. CAMPBELL, former Chairman* 


Arlington County Board of Education, Arlington, Virginia. 
Presented before the A. S. H. A. Section 
on Wednesday, November 14. 


So far as I know this is the first time a member of a Board 
of Education of a public school system has been asked to discuss 
School Health Services. This is of itself significant, for it indi- 
cates a departure from the normal pattern and implies either that 
the Board of Education is now being recognized as an active par- 
ticipant in the program of the public school, because the Board 
has become a part of the organized school team, or that the urg- 
ency of financial support for the public schools makes it impera- 
tive that Boards of Education understand the scope of School 
Health Services sufficiently to see to it that the annual school 
budget contains enough money to support such services. 

Whatever the reason for my invitation may be, I welcome the 
opportunity to speak. Having served on a Board of Education for 
eight years I am qualified to discuss problems, and I believe that 
I have helped to point the way to some solutions. 

The first problem arises out of the composition of Boards of 
Education. These boards are made up of citizens whose chief quali- 
fication is that they are willing to serve. This willingness usually 
indicates a sincere interest in and concern for children and a be- 
lief in public education. It does not, however, indicate a know]l- 
edge of school curricula or educational goals. In this respect board 
members are almost entirely dependent for background upon their 
own or their childrens school experiences. A second problem arises 
from the fact that Boards of Education are charged with the re- 
sponsibility, either directly or indirectly, of financing the school 
program from tax monies. Caught in the present whirlpool of in- 
creasing enrollments and rising costs they find it more polite to 
justify an educational program just a little better than the one 


* Executive Vice-President, Greater Washington Area Educational TV Association, Wash- 
ington, D. C. 
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they knew, than to encourage experimentation or even an evalua- 
tion of curricula in terms of current need. 

It is only in the exceptional community where the Board of 
Education has been elected by citizens whose educational stand- 
ards are high, that there is a mandate for the presentation of a 
school budget which reflects an educational program developed to 
meet the needs of the children of the community. 

Even in this favored climate individual board members differ 
widely in defining the shadowy boundaries between policy and 
program. This is especially true in the “health” areas. Doctors 
have been more successful than teachers in keeping the public out 
of professional evaluations. When School Health Services are dis- 
cussed there is a tendency for some community leaders to say: 
“Leave the child’s health to his parents. This is not the school’s 
business unless the child is ill when he comes to school. Then he 
should be sent home. Of course we should make special provision 
for the indigent, but there are other agencies that can be called 
in.” Others, who may not agree with this point of view, find it 
expedient to let the School Administration point the way, fearing 
to take the initiative or even to encourage the administrative offi- 
cers in an area where it is not yet easy to get wholehearted com- 
munity support. 

This brings us to the second problem — a general public ignor- 
ant of the objectives, scope, and limitations of School Health Ser- 
vices. Ask the average parent of a school age child to define the 
term School Health Services and you will be told: “Yes, there are 
nurses who come into the schools. The P.T.A. helps furnish a 
clinic room where they give first aid and where children who are 
sick are kept until their parents take them home. There are some 
kind of health examinations, or evaluations I believe they now call 
them, but I don’t know just when they are given or by whom. I 
think parents help with them, too. And dental examinations — 
my child brought home a slip once saying he needed some dental 
work done. And yes, I remember that my neighbor said the school 
had sent a report on her child’s sight. Then I have a friend who 
has been trained to use an audiometer and she’s testing hearing. 
I guess that’s it.” These comments could of course come only from 
a community where health services include all of these. In many 
communities the term school health services is synonymous with 
school nurse. But important as the school nurse is, she must be 
the symbol and not the synonymon for a true measuring of School 
Health Services. 
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This leads us to problem three — the need for a more dynamic 
approach to School Health Services on the part of school adminis- 
trators. Not only do many administrators fail to encourage the 
school health services staff to find the health needs and opportuni- 
ties and make plans to meet them but too often they do not help 
to create an atmosphere in which cooperation and understanding 
of health problems and health programs can lead to a teamwork 


- approach involving all school personnel. The American Associa- 


tion of School Administrators expressed this belief when they 
stated in their 20th Yearbook — Health in Schools: 

“As in any other phase of school work, primary responsibility 
for the successful functioning of the health program must rest on 
the school administrator.” 

And again, Bucher in Administration of School Health-Physi- 
cal Education Programs, states: 

“The attitudes they (superintendent and principal) have to- 
ward health and the degree to which they recognize the import- 
ance of achieving professional objectives will determine the suc- 
cess of the school health program.” 

I present these two quotations because my experience has 
proven them true. In most instances administrators are not in- 
formed about health services, either because they have had no ez- 
perience with a comprehensive health program or because, when 
they took their courses in administration, health services had not 
yet got into the curriculum. Public Education has moved faster 
than most public health services. So administrators lack both 
knowledge and experience in effective school health programs. 

I am a school board member who has learned just enough 
about school health services to believe that the quality of any school 
program can be greatly improved by the development of a realistic 
health program. Because I believe this I have been willing to face 
the problems which I have listed earlier. I am certain that they 
can be solved only when we achieve a better understanding of 
school health services, an analysis of the type of services needed, 
and a utilization of our home and community resources towards 
building better health in all school-age children. For all of this 
I recommend the “team” approach, both in setting up a health pro- 
gram and in evaluating programs now in existence. On this team 
the following groups should at some time, though not necessarily 
at the same time, have representation: The school board, the top 
level administrative staff, the elementary school principals, the 
secondary school principals, the classroom teachers, the guidance 
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department, the janitorial staff, the bus drivers, parents, com- 
munity organizations interested in health, welfare and safety, and 
the local medical society. The School Health staff should serve at 
all times as the team’s center, its professional staff. 

Where shall we begin? We begin with the health staff. They 
should be given an opportunity to present their program to the en- 
tire staff in each school in which they work. This presentation 
should be clear, interesting, and as complete as possible. It should 
be organized by the nurse who is assigned to that school, but if she 
is not adept at oral presentations she should be assisted by the 
nurse supervisor or another nurse, or the school physician. Enough 
time should be allowed to encourage suggestions and questions 
from the entire school staff. Consideration should be given to any 
special health or safety problems in this particular school. Nota- 
tions of these should be sent by the principal to the superintendent 
and then to the School Board. 

The National Congress of Parents and Teachers includes a 
Committee on Health among its standing committees. Many local 
school systems hesitate about involving parents in school matters 
lest they become troublesome and attempt to “run the schools.” 
As a School Board member who has spent many hours with parent 
groups I am convinced that the School Board must encourage 
workers to work with such groups as the P.T.A. Health Commit- 
tees. They must present to these parents the school health pro- 
gram, must listen to their suggestions, and must use their help 
whenever possible. Modern methods of screening children in 
need of expert attention are demonstrating that less highly trained 
observers can be effectively used to conserve the time of nurses 
and physicians. 

In many school systems today pre-school conferences have 
been organized by parent groups under the supervision of the 
School Health Department. These parents are then able to help in- 
terpret the purpose of these conferences to the other parents in the 
community. Often they have become aware as citizens of children’s 
needs not met by the local school or community and have been ef- 
fective in helping to meet them. 

During recent years the community at large has become inter- 
ested in the child with special physical problems. Men’s and wo- 
men’s service clubs have made contributions toward the purchase 
of equipment for the early detection of hearing loss and for the 
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education and rehabilitation of the deaf, the partially seeing, the 
crippled, and the mentally defective. These groups can be given an 
orientation to the school health program through the special educa- 
tion programs in which they are already interested. This will take 
the time of the school staff but when the school budget is presented 
there will be more citizens who understand. The speaker or speak- 
ers chosen for this assignment should be well-informed and should 
be introduced by a member of the club with whom they have talked 
before organizing their material. Again, if possible, there should 
be time for questions. Sometimes a citizen who shows enough in- 
terest to ask a good question can be used as a member of the health 
team. 

The Civil Defense program provides another excellent oppor- 
tunity for the school health team to function. The superintendent 
of schools can suggest to the local authorities that the Civil De- 
fense Committee include the school doctor or his representative. 
This makes it easier for Civil Defense plans to be adjusted to meet 
specific school situations. It also may result in community officials 
becoming aware of neighborhood traffic hazards and threats to 
children’s safety. 


Many school health programs never become more than health 
routines because the private physician, especially the pediatricians, 
do not understand their relationship to the program, and do not 
feel themselves a part of the team. The school board and adminis- 
tration, fearing that they will be accused of furthering “socialized 
medicine” advise against raising questions concerning the role of 
the school health services in achieving community health for all 
children wherever they may be. Yet, there is no other community 
agency that can raise these questions as effectively. Until the 
school health services program concerns itself with the physical, 
mental, and emotional stability and the social adjustment of the 
school age children of the community it is not fulfilling its com- 
plete role. There is an interplay of responsibility between the 
home, the school, and the community in all aspects of the school 
program, but nowhere is it more evident than when we consider 
health. Private physicians are consulted when there is a health 
emergency. If they have representation on the school health team 
they will be less suspicious of the program, more aware of the way 
in which it can help children, and more able to make suggestions 
of procedures which will make for efficient service. 
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We are just beginning to recognize the school problems which 
are directly related to emotional instability in teachers and chil- 
dren. Poor mental health is so costly that no school system can af- 
ford it. Yet, up to this time we have not been sufficiently aware of 
the factors in school communities which give rise to emotional ten- 
sions. Here is an area of health which I think concerns every 
school board in America. As employers they need to increase the 
efficiency of the entire school staff so that they may meet the chal- 
lenge of providing education for our children today. If there is 
understanding and trust between the members of the school health 
team, school boards can turn to them for guidance in providing a 
more healthful working environment for school personnel. 

And now, as I approach the end of this School Board mem- 
ber’s analysis, I realize that there are many things I have not men- 
tioned. I have not talked about the direct relationship between an 
effective health services program and a well-trained staff, oriented 
to public education as well as to public health. I have not men- 
tioned the relation of local school health programs to state health 
programs and the variations we find between states. How some 
state programs, planned chiefly for rural areas, fail to make provi- 
sions for needs of urban children. How state programs set desira- 
ble goals which the local school system can then try to meet. 

I have not talked about the school building programs and the 
importance of consulting with the school health staff in planning 
the space to be occupied by the health department. Nor, the other 
side of the picture, the overcrowding of school buildings so that 
clinics or health office spaces are used for other purposes, and we 
find the nurse, the representative of good health, carrying on many 
of her routines in a dark corner of a damp room. 

Most important of all, I have not told you how the health staff 
is going to find time for all the public relations conferences, the 
education of the parents who will be their helpers, or even the edu- 
cation of the school boards who can be of such real assistance as 
interpreters of the health program. I can only speak of my own 
experience and this I know — that though the way of education is 
long and difficult, there is no other way. School health staff mem- 
bers must educate the school community first and then the whole 
community to the challenging goal — “Healthful living in a health- 
ful environment for every child.” Toward this goal the school 
health staff must lead, by precept and example, welcoming on the 
health team all those who have concern for the welfare of children. 
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THE SCHOOL DENTAL HEALTH SERVICE PROGRAM 
Ross E. GUTMAN, D.D.S. 


Supervisor of Dental Health Education 
State Education Department, Albany 1, New York 


Need and Purpose of School Dental Health Services: The im- 
portance of sound dental health to the total well-being of the indi- 
vidual is generally recognized by educators and health workers. 
Every available survey on dental needs reveals the high incidence 
of dental disease in most communities throughout the country. 
War mobilization health records and examinations of pre-school 
and school children evidence the almost universal susceptibility to 
dental caries and other oral disorders. The ravages of this disease 
are largely the complications of accumulated dental disorders 
starting early in life and continuing through adulthood, often at- 
tended by discomfort, loss of time from school or employment, 
and heavy expense. 


Today we know that dental disease can be controlled. We 
know that the measures and techniques useful in prevention of 
dental caries, for example, represent a departure from the usual 
dental treatment practices of the past. What we are implementing 
is a program of conservation of valwable human resources — a 
functional complement of teeth. Experience in conservation has 
taught us that an initial period of intensive education is required, 
followed by a long-term program to reinforce the new ideas. Atti- 
tudes must be changed before we can expect a permanent or last- 
ing change in behavior. No quick sure-fire plan has yet been de- 
vised to insure such changes. A look at the record of children need- 
ing dental care should convince us that although we have made 
progress, we still have a long way to go. 

The school and home have definite responsibilities toward 
every child to provide the health education necessary to equip him 
with the knowledge and skills for optional wholesome living. Edu- 
cators agree that the school represents the ideal incubator for the 
growth and development of healthful attitudes and behavior char- 
acteristic of a well-adjusted personality and good citizenship. 
Evidence of changing trends in the school dental health service 
program is seen in the positive and individual approach of con- 
serving and maintaining oral health of the child through inten- 
sive and continuous measures conducted by the dental hygiene 
teacher. 
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Obstacles to Effective Dental Health Education Services: It 
is appreciated today more than ever that this is not the dental 
hygiene teacher’s or school’s responsibility alone. While education 
is the prime instrument to motivate the child, continuous vigil- 
ance of oral needs and care by child, parent and the dental profes- 
sion, is necessary for an effective total program of dental health. 
Our present-day concepts impose heavy obligations on the school, 
family and community. Furthermore, the many barriers to sound 
dental health offer formidable challenges with regard to: 


1. Wide-spread incidence of dental disorders. Over 95% of the general 

population show evidence of having dental disease. 

General public apathy and complacency toward dental health and 

needed care. 

Insidious and chronic nature of many oral lesions during early stages. 

Progressive and cumulative destruction of dental tissue unless disease 

is arrested by remedial treatment. Teeth have no self-healing powers. 

Limited preventive measures for dental disease in general. 

Shortage of dental manpower to attend to all the accrued and cumula- 

tive dental needs of the population. Children alone need more than 

250 million fillings to restore their teeth to a healthy condition. It has 

been estimated that five times the number of dentists are needed to 

repair the damage of diseased teeth. 

7. Insufficient awareness of the relationship of dental health and disease 
to general health. Significance with respect to digestion, nutrition, 
diet, speech, appearance, psychological and social adjustments, and em- 
ployment opportunities. 


Many of these problems need extensive exploration. They 
stand out in our present-day interests, and in planning for the 
future. The recent survey on school dental health programs, form- 
ulation of a recognized policy with respect to clarification of the 
responsibilities of supervising dentist, and other measures were 
designed to give clearer discernment of motivations and objectives, 
and strengthen programs emphasizing the positive educational 
approach to the conservation and maintenance of sound oral 
health. 

Recommendations for an Effective Educational Program: 
Greater stress is needed on the educational implications of 
dental health. This requires better understanding of the motiva- 
tions of the child as an entity in his varied environments. In this 
respect we need to know more about the social and psychological 
factors involved in the child’s personality, attitude and behavioral 
response with respect to his requirements at school, home and play. 
It requires more emphasis on, and clearer perspectives of, long- 
range objectives of the school health program, beyond immediate 
physical and biological goals. Physical health is of basic import- 
ance. But it has far greater meaning when measured by the cri- 
terion of harmonious communication, and living in a changing 
total environment. One is a corollary of the other. It is the in- 
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trinsic sense of personal achievement and feeling of security that 
accompanies the realization of sound health and total well-being 
that educators recognize as vital to the child’s individual nourish- 
ment. 

No other disease requires as much educational stress on pre- 
ventive and control measures as does dental caries. Its cause is 
not thoroughly understood and preventive measures are only par- 
tially effective. The tooth is incapable of self-repair or spontane- 
ous healing. Untreated caries usually results in loss of the tooth, 
while early treatment will prevent further breakdown of the dental 
organ. 

While public demand for dental services has almost doubled 
in the past 25 years, surveys show as high as 50% of two-year- 
olds have at least one decayed tooth. The average child of 16 
years has seven teeth that have been attacked by caries with 14 
tooth surfaces involved; at this age, one out of 4 children has lost 
at least one permanent tooth. It is obvious that the knowledge 
required for public understanding has not been adequately applied 
for satisfactory prevention. 

The uniqueness of the individual child’s needs is of prime 
importance in planning a school dental health program. A per- 
son’s health is one of the most intimate aspects of his personality. 
It is unthinkable to expect children to recognize, identify, and con- 
cern themselves with satisfying their private dental health needs 
through the medium of classroom teaching alone, or through sup- 
erficial and irregular contacts with health personnel other than 
those specially qualified to carry out a definite school dental health 
program. 

Furthermore, it is not enough for the public to be generally 
aware that brushing the teeth immediately after eating helps to 
remove debris from between the teeth and from crevices of chewing 
surfaces; and that it aids in removing sugar from tooth surfaces 
before decay-producing acids can be formed. Educating the child 
to brush his teeth properly requires an understanding of his deep- 
seated attitudes and interests. Individuals vary in their ways and 
the ease with which they replace old habits with new ones. The 
patterns of mental, physical or emotional development are not the 
same for every individual. The health problem may not be seen in 
its true proportions unless it is associated with the child’s per- 
sonal loss or gain. His teeth can decay. His gums can be irritated 
and injured from improper toothbrushing, or if he does not have 
periodic dental care from the dentist. 
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The individual must not only recognize the harmful effects 
of foods favoring dental caries, but have a deep personal feeling 
and identify himself with the significance of the problem as it can 
affect him. The futility of limited informative measures is dem- 
onstrated by the increased consumption of foods containing high 
concentrations of carbohydrates despite repeated observations 
that consumption of such foods is one of the most important fac 
tors responsible for tooth decay. It is folly for schools to teach the 
value of reduced intake of sugar, while at the same time making 
candies and sweetened beverages available in lunchrooms. 

It is generally recognized that a growing child must eat an 
adequate and balanced diet to supply the materials from which 
growing tissues are built. The hard structures of the first teeth 
start developing during early months of prenatal life. It is during 
this periiod and up to about 12 years that fluoride-containing diets, 
milk and other high-calcium foods, are vital for building teeth. 
Once the teeth have erupted, the teeth become subjected to the 
harmful influences of the refined sugar-containing foods. All such 
foods do not have the same caries-inducing effect nor do all people 
show the same susceptibility. Other factors may be involved, such 
as the saliva’s mechanical and chemical protection of the tooth sur- 
face, the form in which carbohydrates is taken into the mouth, the 
tooth-cleansing action of coarse, fibrous, “detergent” foods. It is 
the constant nibbling on candies and cookies, the sipping of sweet- 
ened beverages and chewing gum between meals that overcome 
the saliva’s natural resistance to dental decay. The school child 
can be made aware of these and other important facts concerning 
dental decay and be stimulated to develop proper habits of oral 
health by the full-time certified dental hygiene teacher prepared 
to carry out a continuous and definite follow-up program with 
child and parent throughout the school period. 

Poor occlusion of the teeth can lead to serious dental disease 
and deformities. It has been estimated that 30% of the population 
under 16 years has malocclusion warranting dental attention. The 
school dental health staff is concerned with evidence of malforma- 
tion such as crowding or separation of teeth; extra teeth, or fail- 
ure to erupt into normal position; premature loss of deciduous 
teeth; protruding or retruding front teeth; or other marked irreg- 
ular relationship of teeth and jaws that may be handicapping and 
harmful to the health. Such conditions may interfere with opti- 
mum efficiency in chewing, and prevent the child from eating 
proper foods for adequate nutrition. The teeth may not function 
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properly, may be difficult to keep clean and thus consequently 
prepare the way for caries and gum diseases. Furthermore, irreg- 
ular teeth may influence speech and personality, detract from the 
appearance and possibly lead to psychological maladjustments. 

The public is not sufficiently aware of the prevalence and in- 
fluence of gum diseases on dental and general well-being. The 
commonest cause of tooth loss after mid-life is periodontal disease. 
There is considerable evidence to indicate that its inception is 
often found in childhood. First signs may be simple inflammation 
of the gums which may be due to many factors, such as improper 
brushing, long-standing accumulatons of food debris around necks 
of teeth, poor diet, or infection. Many other factors may be in- 
volved and it is important that both the child and parent be made 
aware of the importance of establishing good mouth hygiene, hav- 
ing the teeth and gums checked and treated periodically by the 
dentist, and eating a well-balanced diet for necessary nourish- 
ment of the gums. The inter-dependence of individual nutritional 
guidance and the health of the periodontal tissues cannot be over- 
stressed. 

Position of the Supervising Dentist: All these “built in” 
problems challenge the ingenuity of the supervising dentist, dental 
hygiene teacher, and others concerned with assisting the child to 
maintain and obtain optimum dental health. The supervising 
dentist is a very necessary part of this educational campaign of 
conservation of healthy teeth and should receive every encourage- 
ment to contribute toward it. School authorities are concerned 
with this part with respect to: interpretation of State policies and 
recommendations regarding the program; resource material for 
dental health education ; acting as consultant and advisor to schools 
on planning and conducting services in the selection of equipment 
and supplies, program evaluation, selection of qualified dental hy- 
giene teachers, etc.; in cooperating with the profession, parents, 
and lay groups on school dental health functions and needs. He is 
concerned with planning procedures for care of indigent children 
and the special needs of the handicapped child. In all these areas, 
he may receive guidance by the dental health staff of the Educa- 
tion Department and Dental Society. 

RESOURCE REFERENCES 
American Dental Association, Handbook for Dentists, 1955. 


Child Health Services in New York State, New York State Study Committee 
and American Academy of Pediatrics. 


Footnote 1 The reader is urged to contact his own State Health Department for teaching 
aids and resource materials in the field of Dental Health and other Health fiields—Editor’s 
Note. 
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UNIVERSITY OF PITTSBURGH — SUMMER SESSION 
Advanced Workshop in Community-School Health Education 


Planned for graduate students, persons who have participated in previ- 
ous workshops, or those who have extensive experience in health education 
and related fields. 


Applications considered on basis of qualifications, wide geographical rep- 
resentation, and group diversity in education and health professions. Previous 
enrollments include college, school, agency, administrators; physicians; nurses; 
teachers; consultants; supervisors; counselors; as well as civic officials and 
community leaders. 


Large professional staff from graduate faculty of School of Education; 
Graduate School of Public Health; and other personnel from Department of 
Health, Physical Education; Council of Social Agencies; Public Schools. 


Write for information and application forms prior to April 15, 1957. 


Minnie L. Lynn, Director 
2816 Cathedral of Learning 
Pittsburgh 18, Pennsylvania 


ERRATA 


In the School Health Program Index under “Health Educa- 
tion” listed on Page 342 of the December, 1956, issue the article 
“Let’s Hire a Health Coordinator” should be listed as by Winfield 
G. Doyle, not Winfield G. Davis. 


Also, in the December 1956 issue, the title of Dr. Robert B. 
Kerr’s article through a typographical error was incorrectly listed 
in the Table of Contents. The correct title is “The Tuberculin Test 
—Man’s Powerful Weapon.” 





(®@ 





— 


en 


THE JOURNAL OF SCHOOL HEALTH 75 





A NURSE-AIDE PROGRAM IN SECONDARY SCHOOLS 
Mary A. THOMPSON, B.S., M.A. 


Supervisor of Health Education and Health Services 
Board of Education 


Prince George’s County, Upper Marlboro, Maryland 


Background: As secondary school enrollments began to rise 
rapidly in Prince George’s County, Maryland, the problem of how 
to care for the health needs of students became more acute. 

Before 1949 there had been very little attention of any kind 
given to the health needs of students in our secondary schools. 
Beginning in 1950 tuberculosis x-rays were provided for all 9th 
and 12th grade students. In 1952-53 vision screening was provided 
for grades 8 and 11, plus referrals. Hearing screening was pro- 
vided for grades 7 and 10, plus referrals. In the fall of 1953-54 a 
diabetes detection program was initiated in the secondary schools. 

Due to a seriously inadequate staff of public health nurses, 
secondary schoo] visitations were rarely made. Although some 
effort had been made to improve the health instruction program 
in the curriculum the efforts were not extensive. 

First-aid care of students who suffered guiuries and illnesses 
at school was done primarily by guidance counselors and pricipals 
who began to rebel at the added load. Pressure started to build 
up from parents through organized P.T.A. groups to have school 
nurses provided to meet the problems of care of injured and ill 
students. Not very many parents or teachers were aware of the 
other existing health problems. 


The supervisor of health education, charged with the responsi- 
bility of coordinating the total school health program, had been 
aware of the problems for some time. She was also aware of the 
need in secondary schools for better planned follow-up of the re- 
sults of screening procedures already in operation. When the pres- 
sure from parents and the demands from the principals for relief 
began to mount heavily in the fall of 1953 the time seemed favor- 
able for getting some attention directed to the health needs in the 
secondary schools. 

Studies were made of existing secondary school health pro- 
grams in other localities. Close scrutiny was given to those in the 
metropolitan Washington area. Conferences were held with indi- 





Presented before School Health Service Section of the American School Health Associa- 
tion, November 14, 1956, Atlantic City, New Jersey. 
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viduals and groups. There was a diversity of opinion about the 
existing programs and a great deal of dissatisfaction voiced from 
many people involved in these programs. It was thought that of 
all the health needs the one that had to be met first was that of 
providing personnel for processing of injured and ill students at 
school. It was important, however, to provide for this need with 
an idea as to how it would relate to the solution of the other health 
problems. A long range plan was considered in regard to meeting 
the personnel needs of the secondary schools, particularly the very 
large ones. 

It was thought that a person trained in school health educa- 
tion should be obtained to act as the coordinator for the overall 
school health program and to teach some classes in health educa- 
tion where it was not practical to integrate it elsewhere in the 
curriculum. There needed to be a person trained in first-aid care 
and home nursing to take care of emergency cases beyond the 
ability of most teachers to handle and to do clerical work neces- 
sary on health records. There needed to be a public health nurse 
assigned to the school to give direction to the first aider and to 
pursue cases, where necessary, into homes and clinics. This would 
call for at least three people assigned to a large secondary school. 

It was the second or first-aid position that was considered 
first because of the pressure and possibility of getting immediate 
action. Since the public health nurse was to be considered the 
nurse for the school, the “first-aid” position was seen as a supple- 
ment to her and was therefore to be called the nurse-aide. 

An attempt was made to have the county health department 
provide for the nurse-aide program in its budget but the health 
officer was unwilling to attempt this. He felt that it would jeopar- 
dize his efforts to secure more public health nurses. A meeting of 
state and county health departments and state and county boards 
of education personnel was held with the county commissioners. 
All seemed to agree that there was a need for relief in the schools 


and that there was no objection to the board of education submit- 


ting a proposal in its budget. 

it was strongly felt, however, that since it was very difficult 
to obtain adequate nursing personnel for the local hospitals and 
health department that the board of education should not place 
itself in a position where it would be competing with these agen- 
cies for registered nurses. 

The superintendent of schools asked the health education 
supervisor to set up an advisory committee to study the situation 


( 


( 


THE JOURNAL OF SCHOOL HEALTH a 





and make recommendations which he would take to the official 
board of education for action. 

The advisory committee consisted of : 

Representative from the county medical society, the county 
health officer, the county health nursing supervisor, representative 
from the official board of education, the health chairman of the 
P.T.A. county council, a secondary school principal, the medical 
director of a large county school health program in the metropoli- 
tan area, the superintendent of schools, and the supervisor of 
health education. 

Policies for the operation of the nurse-aide program were 
adopted by the board of education. There was one exception; the 
advisory committee had recommended that graduate nurses not 
be employed for these positions because the work would not call 
for that type of training and would compete with the local hos- 
pitals and health department for personnel. In addition, it would 
be much more expensive to operate. 

It was felt to be important that teachers, students, and par- 
ents understand that this could only be a program of first-aid 
care and not one of medical treatment. It would be easier to put 
this across if registered nurses in white uniforms were not a part 
of the picture. Also, it was hoped to avoid confusion and misun- 
derstanding in the minds of citizens at large over what the differ- 
ence in responsibility and functions would be between public health 
nurses working in the county health department and registered 
nurses working in the schools. Concern was expressed also for the 
attitude of the public health nurses themselves toward a potential 
rival program. 

It was thought that a woman with a mature personality who 
had had successful experience with adolescent children either in 
home or in groups could qualify adequately. She would be required 
to obtain and maintain active certification in Red Cross Home 
Nursing and First Aid. 

The board of education felt that a major public relations prob- 
lem would arise unless registered nurses were secured for the 
school positions. Principals particularly, they said, would not have 
confidence in someone other than a registered nurse. The policy 
adopted, therefore, was that nurse-aides may, but do not neces- 
sarily have to be registered nurses.” Instructions were given to the 
health education supervisor to employ registered nurses where 
possible and only non-registered nurses if there were no applicants 
with that training. 
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Initiation: The nurse-aide program was initiated by the board 
of education in Prince George’s County secondary schools in the 
fall of 1954. Seven of the largest junior and senior high schools 
opened in September with full-time nurse-aides. The remaining 
ten had nurse-aides on a three day per week basis starting in No- 
vember. In the fall of 1955 the program was enlarged to include 
full time nurse-aides in all the secondary schools. There is now a 
total of nineteen. 


Qualifications and Training of Nurse-Aides: All are regis- 
tered nurses with the exception of one in a rural school and two 
in Negro schools. One of these has an A.B. degree from Howard 
University with a major in sociology. One has had extensive train- 
ing and experience as a practical nurse. The third has worked as 
a vision screening technician in the schools and has been an in- 
structor in Red Cross first-aid classes. 

All of the nurse-aides are required to take Red Cross courses 
in first aid and home nursing. In the group of registered nurses, 
two have had experience and training as public health nurses. One 
has worked actively with the Red Cross in its home nursing pro- 
gram as instructor and motor corps chairman. One has been a 
member of the board of education in Howard County. Most of the 
nurse-aides are mothers with small children who prefer to work 
during school hours because of family responsibilities. 

The starting salary for the nurse-aides is established at the 
rate of $1.50 per hour or approximately $11.00 per day. This 
amounts to a total of $2,079.00 for the school year. The figure 
was arrived at after a study of the basic salaries of the nurses of 
the county health department and the local hospitals. There is no 
competition in salary even on a ten-month basis. Applicants being 
employed by either the hospitals or the health department are not 
considered for the school position. There is no difficulty in re- 
cruiting people of high calibre for these positions and there is a 
waiting list at all times. 

Policies: The medical care of the individual child is consid- 
ered the responsibility of the home. First-aid care only, there- 
fore, is allowed to be given in the schools. The first-aid policies are 
in line with those previously worked out for the total school sys- 
tem. They are also in line with the first-aid policies recommended 
by the American Red Cross. 

These policies were set up in conjunction with the county 
medical society and the county health department. When ques- 
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tions of a medical nature arise they are referred to a medical ad- 
visory board which consists of five doctors appointed by the county 
medical society. The county health officer is a member of this 
group. 

Responsibilities: The nurse-aides are responsible primarily 
for major first aid and some minor first aid within the school and 
have charge of the health suites where they take care of ill chil- 
dren until they can be sent home or returned to class. 


They make arrangements within the school for hearing and 
vision screening, chest x-rays and the diabetes detection drive. 
They notify parents when any deviation from normal is found 
among students. If there is no response from the home, cases are 
referred to the public health nurse for the school. The nurse-aides 
confer with the public health nurses on other cases which need to 
be pursued into the home and to hospital or clinic care. They hold 
discussions within the school with teachers and guidance counsel- 
ors and refer to the pupil personnel department of the board of 
education cases which are not primarily of a physical health na- 
ture. 


The nurse-aides are responsible for the maintenance of all 
individual health records for students. A record of visits to the 
health suites is kept in an admission book. A notation is made on 
the chronological health record of each student upon each visit. 
A cross-filing system is being initiated in each school so that guid- 
ance counselors are alerted to major health problems of individual 
students. 


Miscellaneous Activities: A variety of miscellaneous activi- 
ties have been engaged in by the nurse-aides. Some of these are 
listed below: 

Sponsoring of Future Nurses Clubs. 


Working with records of Handicapped children for School census 
purposes. 


8. Talking to classes on health topics. 

4. Sponsoring of Red Cross, March of Dimes programs. 

5. Collecting of old eye-glasses for Lions Clubs and Eyes for the Needy. 
6. Participating in P.T.A. programs on health. 
7 
8 
9 


a 


. Preparing bulletin board and window displays. 
. Maintaining of files of health materials for student use. 
. Raising funds for student nursing scholarships. 

10. Helping to plan health aspects of career days. 

11. Teaching of first-aid courses. 


12. Taking responsibility (at principals’ direction) for student insurance 
programs. 
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13. Accompanying school groups in out of school hours. 

14. Handling first aid for teacher training institutes. 

15. Acting as chairman of health and safety committees for the schools. 

16. Scheduling of students selected for speech screening and therapy 

classes, 
17. Undertaking projects of an educational nature with students who 
assist in the health suites. 

Facilities: Fortunately for nurse-aide program, ten of the 
nineteen schools have either been built in the last five years with 
new health suites or have had new additions with health suites 
provided. In eight of the schools, rooms were provided and the 
health suites are able to function fairly adequately. Space is needed 
in these to provide for better separation of beds for boys and girls. 
While it will take several years to make all the desirable building 
alterations, only one school of the nineteen has entirely inadequate 
facilities. 

Equipment and Supplies: The budget for the school year 
1954-55 made no provision for equipment and supplies so that the 
program operated under a handicap. This was remedied with the 
adoption of the 1955-56 budget. Since money is provided for central 
purchasing of equipment and supplies, uniformity is being main- 
tained and control is possible so that there is little chance of medi- 
cines being used which are not approved. 

Problems: As always in any new health service system, there 
are some problems at the outset which take time to resolve and 
alleviate. . 

There has been carelessness in referrals on the part of school 
personnel to the nurse-aides in spite of procedures established to 
prevent this. Attempts are being made to show all concerned that 
attention directed to the more serious problems will benefit the 
whole school. The nurse-aides have found that while they are ad- 
hering to the first-aid policies set for schools that many of the ath- 
letic instructors are not. This raises the question of whether or 
not there should be a different set of policies for athletics. Some 
progress has been made. 

The major problem, however, for the nurse-aides has been 
the lack of county facilities and public health department person- 
nel to adequately follow through major health problems found 
among students. There are not only not enough public health 
nurses to visit schools as frequently as needed, but no one person 
in the health department is specifically responsible for school 
health service problems. This is as true for elementary schools as 
for secondary schools. 
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The advisory committee, at the out-set of the nurse-aide pro- 
gram, recommended that the program be administered by the 
board of education and the technical supervision be furnished by 
the health department. The supervisor of health education and 
health services, now charged with the responsibilities of the ad- 
ministration of the nurse-aide program for the board of educa- 
tion, heartily endorses this recommendation. The current budget 
of the county health department provides for a nurse supervisor 
for the school health program but the position has not yet been 
filled. 

In the meantime the group of nurse-aides meets regularly, 
once a month or more frequently, to discuss mutual problems and 
working procedures. Outside consultants are also brought in to 
lead discussions on specific topics. 


Conclusion: In spite of the fact that the majority of nurse- 
aides are registered nurses the program is operating satisfactorily 
within the schools as a first-aid program. This is due to the fact 
that intensive effort was made to reorient the group and the high 
ealibre of individuals working in the program. Selective employ- 
ment is possible because of the demands for the position. 

While there are problems within the schools that need con- 
tinuing attention, progress is being made and school personnel and 
parents are apparently very pleased with the situation. 

County health department personnel show an increasing ac- 
ceptance and appreciation of the program. There is, as predicted, 
the confusion on the part of the county commissioners and leaders 
of various organizations as to the difference between nurse-aides 
(nurses!) in a school program and the public health nurses. This 
is a major problem and to date little progress has been made to- 
ward resolving it. This problem, and the lack of established and 
consistent communication with the county health department, con- 
stitute the most serious obstacles. 


* * * * * 


PERSONAL 


it is with deep regret that the American School Health Asso- 
ciation has learned of the death of Dr. Siewers. 

He was a loyal and most respected member and Fellow of our 
Association for almost a quarter of a century, and we shall miss 
his professional friendship, loyalty, and helpful aid in the welfare 
and happiness of the school children of America. 
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THE UNDERPAR CHILD | te 
(Summary Report of a Three-year Study.) ré 
MARIE A. HINRICHS, M.D., Ph. D., Director 1 
Aucusta HANKE, P.H.N., Teacher-Nurse 1 he 
VIRGINIA Davis, P.H.N., Teacher-Nurse, m 
DEPHANE RoOsE, M.A., P.H.N., Supervisor, m 


Bureau of Health Services, Chicago Public Schools 


Introduction: The underpar child is often regarded as an q t ev 
enigma by the conscientious educator because, in many instances, 
such a child does not at first glance exhibit marked or easily de- st 
tectable deviations from the expected behavior pattern or perform- pr 
ance level of his peers, nor does his physical appearance always 
indicate the presence of a health problem which might interfere 


with his normal learning capacity. Nevertheless, he may not be fir 
quite able to achieve scholastically at his own highest level, nor an 
does he immediately present a clear-cut reason for not doing so. A vu 
recently reported eighteen-month preliminary study of this group cle 
of underpar children in one of Chicago’s schools revealed a num- Wi 
ber of interesting facts which indicated that further observation to 
of this group might prove rewarding.? The present study covers a 3 1 
three-year period of close observation and frequent interim evalua- su 
tions by teacher and teacher-nurse. “oy 


Statement of the Problem: Initial identification of forty chil- 
dren as underpar was based upon the recognition by the classroom 
teacher of certain characteristics in appearance and behavior, 


often linked with physical or mental deviations and/or with social Cer 
or emotional maladjustments. Children were selected for study _i 
if they presented one or more of the following characteristics: Ex 
1. Evidence of malnutrition in any form. Ove 
2. Nervousness, irritability or tenseness. Un 
8. Short attention span. ae 
4, Listlessness. Tot 
5. Frequent absences from school patito 
6. History of frequent illnesses. 
7. Easy fatiguability. ’ 
8. Poor posture, flabby musculature. tai 
9. Speech problems. | 
10. Frequent headaches. of | 
11. Frequent gastro-intestinal disturbances. the 
In many instances, the teacher-nurse was able to supplement ele: 
the data through further observations and records of previous in- see 


1. Abstracted — Panel on School Health, American Academy of Pediatrics, New York 
City, October, 1956. 

la. Presented in Part—Workshop for Nurses, Chicago Heart Association, November, 1956. 

2. Journal of School Health, Vol. 25, P. 170, 1955. 
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terviews with these children. The number of deviations per pupil 
ranged from one to nine, with an average of 2.7 per pupil. 


Procedures: Parents of these children were contacted and 
home visits arranged by the teacher-nurse. Much valuable infor- 
mation was obtained as a result of these interviews. A recom- 
mendation for a complete health examination by the family physi- 
cian was made in each instance. Records of thirty such examina- 
tions were available for thirty-two students.2 In addition, final 
evaluations by teachers and reports by teacher-nurses, as well as 
those by psychologists for ten of the pupils previously referred for 
study by the Child Study Department provided material for the 
present report. 


Summary of data collected: Data were analyzed with a view, 
first, toward identifying some common characteristics of the group, 
and second, toward affording a better understanding of each indi- 
vidual child. In the original group of forty children selected by 
classroom teachers at the beginning of this study, each grade level 
was represented. Males outnumbered females in the ratio of two 
to one, and ages ranged from 6 years, 1 month to 15 years, 
3 months. The sixth grade (with pupils aged 1114 to 1314 years) 
supplied three-eighths of the total number of pupils identified as 
“underpar.” 


TABLEI Attainment of Grade Placement Expectancy 











Grades 
Grade Totals 
Placement 1 2 3 4 5 6 v 8 No. % 
Expected 3 3 2 1 1 10 25.0 
Overage 3 1 2 5 2 14 1 1 29 72.5 
Underage 1 1 2.5 
Totals 6 1 5 5 5 15 2 zi 40 100.0 





Table I shows the incidence of expected grade placement at- 
tainment. Analysis of the data revealed that twenty-nine of a total 
of forty (72.5%) were overage for their grade. When we compare 
these findings with the age-grade chart for approximately 260,000 
elementary school children (grades 1-8) for September, 1954, we 
see that approximately 70,000 or only 27.0% were over-age.4 


= Eight of the original forty pupils had either transferred or graduated. At the com- 
pletion of the study there were only twenty-four of the original children of this group 
still in attendance. 


4. Facts & Figures, Chicago Public Schools, September, 1955, p. 22. 
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Table II indicates the relationship between scholarship or 
classroom achievement and I.Q. me 


TABLE II Scholarship and I.Q. (Indicating number of 
children in each group) 

















fou 
-Excellent Good Fair Unsatis- No Total we: 
factory Record No. of 
1.Q. Children mo 
Dull Normal 5 1 6 Sev 
70-90 fou 
Normal 3 6 12 4 25 
91-110 €@ sat. 
Superior 2 2 2 6 lent 
111-120 

Very Superior 1 1 2 edu 
121-140 abi 

No Record 1 1 
Totals 6 9 19 5 1 40 exp 
abs 


Of thirty-nine pupils for whom I.Q. test results were avail- 
able, thirty-three or nearly 85% were found to have normal or bet- tha 
ter than normal intelligence (I.Q. 91-140), yet eighteen of these 
(nearly 55%) attained only Fair to Unsatisfactory grades. 


Twenty-four of the thirty-nine (or nearly 62%) were rated chil 
as only Fair or even Unsatisfactory in scholastic performance tade 
(see Table II). oth 


In physical education classes, measurements of performance 
ability were made on children aged ten years or over. Those chil- 
dren with severe health problems were excused, e.g., those with 
conditions which might be aggravated by strenuous activity, or 
which might interfere with the reliability of the tests, and those 
with marked obesity and low performance capacity. 

TABLE III Physical Education Class 


Performance and Scholastic Achievement 
Physical Education Grades 














Excused * No. 
Scholarship Grades E G F Health Under- _P.E. Totals 
Reasons age Grades (® 
Excellent 2 2 } ‘ 1 1 6 
Good 1 2 1 8 2 9 =e 
reco 

Fair i } . 3 6 5 19 the 
Unsatisfactory 2 1 1 1 5 whil 
No Record 1 1 com 
TOTAL number |2 7 5| | 5 12 9 | 40 

of pupils 14 26 orde 


* Pupils moved before the end of the term. No P.E. test grades available. chil 
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Table III indicates the relationship between scholastic achieve- 
ment and physical education performance test records. 

Physical education performance records were available for 
fourteen underpar pupils. Of the twenty-six remaining, twelve 
were under age, five were excused for health reasons and nine had 
moved before completing their physical education tests. Of the 
seven students with Good or Excellent scholastic achievement, 
four were rated as Fair in P.E. Of the seven rated as Fair or Un- 
satisfactory in scholastic ability, six were rated as Good or Excel- 
lent in physical education classes. Ability to perform in physical 
education classes does not necessarily coincide with scholastic 
ability. 

School attendance appeared not to be as significant a factor as 
expected. For three successive terms 31—56% of the pupils were 
absent less than 5% of the time, while 3 — 16% were absent more 
than 20% of the time. 


Summary of Health Examination Records: 

A. Health History: In analyzing the health histories of thirty 
children for whom health records were available, we find that cer- 
tain diseases and conditions were more commonly recorded than 
others. We list them here in order of their frequency. 


Medical or Surgical Experiences Number of Cases 
a. Common communicable diseases of childhood 86 
b. Upper respiratory infections and 
associated conditions 29 
c. Surgical experiences, T & A, etc. 27 
d. Allergies 13 
e. Social and emotional maladjustments 11 
f. Ear infections 9 
g. Severe injuries 4 
h-l. Accident proneness 
Speech defects 
Recurrent nosebleed 2 each 
Convulsions 


Under care of orthodontist 


The medical, surgical and accident history for these children 
is not unusual. 6.31 medical and surgical experiences per child are 
recorded. The common communicable diseases of childhood head 
the list. Chickenpox and measles were most commonly reported 
while mumps, German measles and whooping cough had also been 
common childhood experiences. 


B. Positive findings by the examining physicians are listed in 


order of their frequency. 1.80 findings were listed per child. (30 
children.) 
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Nature of findings Number of Pupils 
Nutritional disturbances 11 
Nervous and emotional problems 8 
Allergy 6 each 


Vision problems 


Cervical gland enlargements 5 
Enlarged tonsils 

Endocrine gland imbalance 

Upper respiratory conditions 

Chest findings 2 each 














Anemia < @ 

Ear problems 

Problems of ag eff 
Skin 
circulation } 1 each me 
systemic infection fol 

C. The incidence of health deviations reported for other Th 

members in the families of these children is here listed (1.47 devia- tea 
tions per individual) : ph, 

Number of health deviations Number of Adults ere 
Allergies 10 der 
Heart and circulation 8 wil 
Hypertension 5 the 
Cancer 4 
Diabetes tor 
Emotional problems 3 each t 

ea 
for 
ma gg se 
eumatic fever 
Hearing loss 2 each 
Speech defect 
‘ : eXe 
nemia ; 
Epilepsy tio 
Malnutrition 1 each ous 
Marked nervousness th 
Nosebleed € 
. sniia . ' isti 

D. Recommendations by examining psychologists (10 chil- the 

dren) (2.8 recommendatioins per child). 

Nature of recommendations Number of Pupils. alle 
Dental correction chi 
Throat care 5 each ma 
Vision correction 
Study of home conditions cal 
Tutoring 3 each the 
Nutrition study 
Behavior study to_ 
Speech correction 2 evi 


Complete medical checkup 1 





c@ 


THE JOURNAL OF SCHOOL HEALTH 87 





E. Evaluations of 32 pupils by teachers (8 pupils moved). 








Improvements noted in: Number of Pupils 
Interest 14 
Scholarship 13 
Deportment 
Health status 5 each 
Emotional adjustment 
Social adjustment 3 
No improvement noted 4 


Summary of Results: For this group of children, a special 
effort was made to coordinate the results of appraisals by several 
members of the school health team as they were able to study per- 
formance, habits, and attitudes from different avenues of approach. 
The principal, classroom teacher, teacher-nurse, physical education 
teacher, adjustment teacher, psychologist, parents, and family 
physician each helped toward a better understanding of back- 
grounds, and possible factors which might contribute toward the 
development of the child in the classroom or which might interfere 
with the full realization of the child’s potentialities. Inventories of 
the pupil’s nutritional, emotional and social habits and health his- 
tories of the pupil and members of his family were obtained by 
teacher-nurses through home visits. Family physicians were in- 
formed by the teacher-nurse of the reasons for requesting a com- 
plete evaluation for the purposes of this study. 

When we read the list of health deviations as recorded by the 
examining physician, (B), we are reminded that the two condi- 
tions most commonly reported, (nutritional disturbances and nerv- 
ous and emotional problems) are highest in frequency, and that 
these two conditions also headed the list of identifying character- 
istics as recorded by the classroom teacher, and supplemented from 
the records of the teacher-nurse. (See Statement of the Problem.) 

The familial medical history as reported by the parents placed 
allergy at the top of the list. One in three adults and one in five 
children in this group were found to exhibit some type of allergic 
manifestation. (B) 

There was a high incidence of varying types of serious medi- 
cal problems found in adult relatives of these children. Many of 
these conditions were chronic and in some instances were known 
to be the basis for serious tensions in the home. Basically, it was 
evident from conferences and home visits that “home conditions” 
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for sixteen of these children contributed in a large measure to their Ses 
unrest and maladjustment. However, illness of adults was not the cas 
only factor responsible for disturbing home problems. The em- of 
ployment of both parents, (in four families), or a grandmother or tict 
aunt living with the family (in two cases), or sibling jealousies tea 
(in two instances), or even parental rejection (in one instance), tio 
or broken homes (two instances) — all played their part in de- 
priving these children of the security, guidance and affection she 
which they so obviously needed. Overprotection (two instances), < @ lov 
overstimulation (five instances), and lack of parental cooperation = 
with the school (two instances) were also responsible for imped- dis 
ing school progress. bre 
Add these factors to those intrinsic problems arising from = 
partial or uncorrected squint, partial loss of either hearing or pene 
vision, speech defects, recent psychological trauma resulting from ane 
illness, accident or surgery, as well as lower than average capacity of 
to achieve, faulty health habits (especially of diet or rest), non- fue 
acceptance by their peers, and you have a basis for manifestations os 
such as thumb-sucking in one girl of nine and one of twelve years, “ 
and enuresis diagnosed as ‘“‘psychotic” in origin, in a boy of fifteen, in 
and finally such asocial behavior variously expressed as shyness, and 
defiance, withdrawal, or indifference. the 
Limiting factors within the child himself were often difficult 
for parents to accept. However, when these were viewed against a on 
backdrop of hereditary and environmental influences, and when 
adequate counselling could be offered and guidance provided, the 
future of these children held more promise. Several of the parents 
had been unable to accept the delayed progress of the children and 
impatiently demanded more than could be achieved, thereby con- If 
tributing even further to the frustration which these children me 
were already experiencing. Group play was not enjoyed by several he 
of the children in this group, and many of them were unhappy and (@ ne 
withdrawn. 
Individually considered, these children were not attaining sin 
their highest levels of competence in one or more areas because ma 
of any one factor. Also, in most instances, where the home offered the 
a high level of understanding, affection, protection, and coopera- eve 
tion, the effects of intrinsic physical, mental or social incompeten- sli 
cies were considerably softened. In several cases, marked improve- eff 


ment was brought about by more attention to diet, shorter TV ble 
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sessions, more outdoor play and less emotional strain. In many 
cases, both teacher and parents had been aware of the seriousness 
of the problem, yet felt unable to define and cope with it. Par- 
ticularly helpful to teachers were the interpretations by the 
teacher-nurse of the reports of home visits and the recommenda- 
tions made by the family physician. 

At the end of the study it became apparent that some pupils 
showed only a very slight improvement in one or more of the fol- 
lowing areas: interest, scholarship, department, health status, and 
emotional or social adjustment. Four of the group had made no 
discernible progress in any area. (See section E) A few, while 
working to capacity, were frequently absent due to recurring epi- 
sodes of asthma, otitis media or upper respiratory involvement. Of 
the thirty-two pupils for whom evaluation was possible over an 
extended interval, there were eight whose progress in one or more 
areas was slight, while twenty showed a fair to marked degree 
of improvement, and two of these improved in every area. Most 
frequently observed were improvement in interest in classroom 
activities, and in scholarship. In other areas such as health status 
or in emotional and social adjustments, there was greater difficulty 
in achieving any improvement. The complexity of factors which 
entered into the formation of habits of living made progress in 
these areas more difficult to attain. 


Conclusions: The value of a study such as this can best be 
measured in terms of better parent and teacher understanding of: 


1. Why some children do not reach their expected level of class-room 
performance, and 


2. Why the most intense effort of the class-room teacher cannot produce 
the desired results, unless parents cooperate. 


If parent cooperation cannot be obtained or if the child’s physical, 
mental or social adjustment is progressing at its highest rate, and 
he cannot compete with the standards of his peers, progress is 
necessarily slow. 

We must conclude that these underpar children need our most 
sincere and complete efforts at understanding. They need to be 
made to feel that they are important as individuals, and that al- 
though they cannot progress as fast as we or they would desire, 
every effort should be made to acknowledge progress however 
slight it may be. Acceptance at home and at school and sustained 
effort toward promoting improvement to the highest degree possi- 
ble within the limits of the child’s capabilities should be our goal. 








THE JOURNAL OF SCHOOL HEALTH 











A MENTAL HEALTH WORKSHOP FOR TEACHERS 
HARRIETT BULPITT RANDALL, M.D. 


Assistant Medical Director, Los Angeles City Board of Education 
450 North Grand Avenue, Los Angeles 12, California 


Mental health workshops are not in themselves unique to 
health groups nor are they necessarily rare in school systems. 
However, we feel enthusiastic about telling of our pilot mental 
health workshop experience in the Los Angeles city schools. This 
mental health workshop was most worthwhile and meaningful to 
our school system with a very fine carry-over in the years that 
followed. Undoubtedly, the experiences shared by our various 
workshop groups are not unusual for mental health workshops 
but they are very gratifying, nevertheless. 

Planning for the Workshop: Our medical director, C. Morley 
Sellery, M.D. was able to obtain from the State Department of 
Public Health funds which were available under the national 
health act for a pilot mental health institute for school personnel. 

A steering committee was appointed to make plans. Kent 
Zimmerman, M.D., psychiatrist, State Department of Public 
Health, Mental Health Division, met with the steering commit- 
tee and helped them to develop a feeling as to what they hoped to 
accomplish during the workshop and offered valuable suggestions 
from his wide experience in workshop planning. 

Several major decisions had to be made: (1) Kind of staff 
and personnel of staff for the workshp? (2) How many partici- 
pants should be invited to the workshop from a staff of more than 
13,000 educators? (3) What length of time should be spent in the 
workshop? (4) What was the plan for a workshop day — basic 
structure? (5) What were the goals of the workshop, and how 
could they best be attained? 

Kind of Staff and Personnel on Staff: The 1949 Mental Health 
Workshop differed from the subsequent ones held in Los Angeles 
city schools in that it was a pilot project and that about $12,000 
was available for the workshop. This made it possible to invite 
specialists from various parts of the country to work with our 
local staff and participants. Staff members were chosen from 
three groups: psychiatrists, psychologists, and educators. Staff 
personnel were chosen because of their skill in their particular 
fields and their familarity with school problems. Staff members 


Presented before the American School Health Association on November 15, 1956. 
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came to us from New York, Minnesota, Chicago, San Francisco, 
San Diego, Santa Barbara, and locally. 

Staff meetings were held prior to the beginning of the work- 
shop and at frequent intervals throughout the workshop for evalu- 
ation and integration of the program. There were daily evalua- 
tions and adjustments of the program in order to more adequately 
meet the workshop participants’ needs. 

Workshop Participants: An early point for decision was how 
participants should be chosen and who should be invited to enter 
the workshop. It was decided that seventy-two participants should 
be invited and that they should represent all levels of education 
(kindergarten, elementary, secondary teachers and administra- 
tors), and that all areas of educational and special activities should 
be represented including members from the Health Education and 
Health Services Branch, Child Welfare and Attendance Branch, 
and the Guidance and Counselling Section. Most participants were 
invited to the workshop upon the recommendation of their area 
superintendent or the Health Education and Health Services 
Branch. 

Participants were divided into groups with twelve members, 
with each group composed of an administrator, elementary and 
secondary teacher, counselor, attendance supervisor, school physi- 
cian, school nurse, and health coordinator. Each group was to 
work with three staff members: an educator, a psychologist. and a 
psychiatrist. Each group appointed its own recorder. 

Length of Workshop: The workshop lasted for two weeks. 
During this period there were one or two evening activities for 
the group and numerous spontaneous activities of smaller groups. 
All participants were to continue in the workshop for the entire 
period. Since teachers are on a preparation type pay schedule, they 
were allowed two points for participation. 

Plan for a Day: The workshop started at 8:30 a.m. and lasted 
until 4.30 p.m. During the first period of one hour a basic lecture 
was given by different members of the staff which represented the 
area of focus for the day. 

Topics were: “Fundamental Concepts of Human Behavior,” 
“Emotional Growth and Problems of the Child,” “Infancy and 
Early Childhood,” ‘Emotional Growth and Problems During 
Adolescence,” ‘What Constitutes Emotional Adulthoood or Ma- 
turity,” “A Preventive Mental Hygiene Program in the School,” 
“Emotional Problems of Students Arising Out of Sickness, Handi- 
caps, and Disabilities,” “Emotional Problems of Teachers and 





92 THE JOURNAL OF SCHOOL HEALTH 





Other School Personnel,” ‘Healthy and Unhealthy Inter-personal 


Relationships of all School Personnel.” wi 
Following the morning lecture, there was a general discus- 


sion of the basic lecture. From 10:00 a.m. to 10:30 a.m. there 


was a mid-morning “nutrition” with informal discussions at nutri- th 
tion tables. From 10:30 a.m. to 12:00 noon the groups recon- | 
vened in their small sections for further discussions. Lunch was W. 
served from 12:30 noon to 1:00 p.m. In the afternoon there were e 
group discussions, role playing, a playlet, or a film presentation fa 
with group discussions following. From 2:30 p.m. to 2:45 p.m. ¢ @ sc 
there was an afternoon recess for refreshments. From 2:45 p.m. he 
to 4:30 p.m. there was a general session when a panel of one staff he 
member from each section summarized and reported the day’s 
activities in each individual group. of 
sh 


As already stated, there were small group activities that went 


on in the evening that were spontaneous and developed out of qT 

the friendly spirit which evolved during the process. as 
Goals and Attainments: It was not the design of the work- | pe 

shop to produce a large manuscript to burden the already weighty | Pé 

bookshelves, but that wholesome feelings, attitudes and responses sy 

should be evoked, and that brief meaningful reportings would re- 

sult. 


Typical remarks about the workshop were as follows: 
“Improved over-view of dynamics of personality and human behavior.” 
“Better insight into my own feelings and emotions.” 

“A better understanding of the functional relationships of pupil and 
teacher, teacher and administrative departments, school and community 
agencies.” 

“Improved techniques in counselling with parents and children.” 

“The removal of barriers was helpful with freedom to express feel- 
ings of hostility and anxiety.” 

“Redefinition of the teacher’s role in the guidance of children in the 
classroom and limitations and responsibilities within the framework of 
her setting.” 


“Insight was gained as to the relief and control of my own personal 
tensions through understanding of causal factors.” 

“Meeting with all levels of school personnal and thus obtaining the 
wider perspective was valuable.” 

“One of the most important outcomes is a better understanding of 
the principles of mental hygiene and the relationship between emotional 
growth and development and human behavior — the clear portrayal of 
the fact that human behavior is subject to the laws of cause and effect; 
that all behavior, good or bad, is caused behavior, and this very behavior 
of the individual is greatly influenced by his emotional experiences from 
childhood to adulthood. Often, deviant behavior arises from fears, frus- 
trations, and insecurity in the life of the individual. To some this was a 
new approach and too often that treatment prescribed to correct misbe- re 
havior was punitive and served only to accentuate the problems.” 
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Each group submitted an informal written report on the 
workshop activities. Some were brief, some longer, but the final 
publication was a fifty-two page mimeographed booklet which 
was a statement of the workshop plan and purposes, abstracts of 
the ten basic lectures given, and a list of reference materials. 


A follow-up meeting was held six months after the workshop 
which a large number of participants attended. Many participants 
expressed great enthusiasm for the process. Some even went so 
far as to state that an “alumni association” should be established 
so that an annual meeting could be held. This, of course, did not 
happen, but many subsequent mental health workshops have been 
held and enthusiastically received. 


A survey of participants’ reactions to the mental workshop 
of 1949 made in the summer of 1956, seven years after the work- 
shop occurred, showed the following rather interesting findings. 
Those of the original seventy-two participants who could be lo- 
cated were questioned. Namely, fifty-five questionnaires were sent 
out of thirty-six responses were received. The seventeen partici- 
pants to whom questionnaires were not sent had either left the 
system or were unavailable. 


Typical elaborations and remarks were: 


“With the passage of years since the workshop it is difficult to iso- 
late the effect of the workshop itself from the effect of other factors, 
which have also contributed to an increase in attention to mental health. 
It was my first experience with an organized program devoted to further- 
ing mental health. It may have been the spark that made it possible for 
other stimuli to take fire.” 

“|. . The workshop broadened my experiences and greatly increased 
my psychological background. If I have been successful in my work as a 
counsellor and as a vice-principal, part of that success can be attributed 
to the Mental Health Workshop of 1949.” 


“TI shall have a life long appreciation for the faculty of the workshop 
because of valuable concepts which I gained there .. . also the experience 
enriched my background of experience. Faculty members came to be real 
people instead of names.” 

“The workshop was of as much value to my own welfare as for the 
help I could pass along . . . has helped me to be of more value to others 
with problems that were of a hidden nature.” 

““My experience at this workshop has been of great assistance to me. 
Each year because of my continued interest, I am able to do a better job 
as a principal.” 

“It is far easier to understand the behavior of my pupils now and it 
aids me in working with these disturbed children in solving or living 
with their problems. It is also easier to work with the parents since at- 
tending the conference. . . . I find my teaching is influenced every day by 
outcomes of this workshop.” 


All responses indicated that members of the workshop had 
received some or much benefit as indicated on the following page: 
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PARTICIPANTS’ EVALUATION OF THE MENTAL HEALTH th 
WORKSHOP OF 1949 — SURVEY 
Please Check One le 
Much Some Little None le 
1. Have you noticed any increased at- e) 
tention to mental health as a result 3 
of the 1949 Mental Health Work- te 
shop? 5 21 a2 — ee cl 
II. Have you noticed a stimulated in- 
terest in the emotional adjustment ‘ to 
of pupils and people? 21 12 ns ona su 
III. Have you observed improvement in 
your ability to handle individual of 
classroom problems? 23 8 _ oh ¢ @ pe 
IV. Have you noticed any appreciable 
difference in your own insight into 
personal problems? 27 7 aa ron be 
V. Do you feel that the workshop af- 
a wed change in your teaching cl 
ti ip? 
relationship YES NO be 
a. with colleagues? 34 1 rc 
b. with administrators? 30 3 te 
ce. with pupils? 33 1 
d. with parents? 35 
Please elaborate: 
TE Ee SEES USES Nove oe ee ene enn Je yy OTs SO TRL g Ree ee Ter ee meee 
Staff Reactions to the Workshop: Because it is believed that 
the inter-action that occurs in a mental health workshop is of pri- 
mary importance to both participants and staff, it seemed advisa- 
ble to try to ascertain staff members’ reactions as well — seven 
years after the workshop. th 
The following three questions were asked of staff members: st. 
(1) How does the mental health workshop experience seem to you he 
in retrospect? (2) Were there any personal gains worthy of men- (® fo 
tion because of this experience? (3) Have you patterned any. 
workshop activities similar to this? tic 
Twenty-two inquiries were sent out. Eleven replies were re- mi 
ceived. All replied that the workshop was a very worthwhile ex- va 
perience. Nine replied that they had conducted subsequent work- va 
shops and many were patterned similarly to the 1949 pilot pro- in 
gram. They felt that in retrospect the workshop had assisted in sh 
developing many insights. Many had expressed the opinion that pe 
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they had obtained an important personal insight into the prob- 
lems of educators. Many expressed the feeling that they had 
learned a good deal from the participants. However, one educator 
expressed concern about the tremendous lack of information many 
teachers had in the field of mental health. Teachers worked with 
children, yet it was felt they apparently had very little exposure 
to mental health precepts in their teacher training program. One 
superintendent of schools urged in his report that the continuance 
of mental health workshop should be encouraged among school 
people. 

One of our very fine psychiatrists remarked: “Most of the 
benefit to me came from the opportunity to work intimately with 
classroom teachers and administrators. It gave me a chance to 
better understand the framework of a school system and the class- 
room and to get acquainted with everyday problems that concern 
teachers.” 


Another of our visiting psychiatrists remarked: 


“The 1949 Workshop on Mental Health held in Los Angeles is one 
of the highlights of my experience. It has been my good fortune to 
have participated in a considerable number of workshops, etc., on the 
subject of mental health, but this first one held for teachers was really 
a most exciting and profitable experience for me. 

“Were there any personal gains worthy of mention because of this 
experience? I would say ‘yes.’ These personal gains would include a 
better insight into some of the difficulties of the teaching profession; 
the greater need for establishing better means of communication between 
the physician and the teaching profession, particularly the segment of 
the medical profession that would be more intimately involved with the 
growth and development of children, which more specifically would in- 
clude the pediatricians and the child psychiatrists. Further, another per- 
sonal gain would be this: On the basis of the experience of this first 
workshop, the subsequent workshops in which it has been my good for- 
tune to participate I believe moved along even more smoothly and more 
productively. This, of course, would be expected.” 


Our medical director, C. Morley Sellery, M.D., who procured 
the funds and sponsored the entire program in our school system 
stated, “that as a school health worker I believe that the sessions 
helped me personally in understanding how to work more com- 
fortably and effectively in group situations.” 

Conclusion: As we review this experience, we find that par- 
ticipants and staff felt that the activity had been a very valuable, 
meaningful experience to them personally. Not just immediate 
values were gained, but there was a long-term carry-over of these 
values which were recalled and reiterated seven years later as 
indicated by the survey replies. Attitudes and feeling relation- 
ships developed in the workshop experience were part of the im- 
pertant carry-over into classroom practices. 
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Another interesting result of the workshop project was that 
there are repeated requests yearly for mental health workshops 
patterned similarly to this pilot project. Many of these requests 
have been met. 

In planning subsequent mental health workshops in Los An- 
geles, we have used the over-all pattern and procedure of the origi- 
nal workshop, but without the financial resources available to us 
for the pilot program. We have used our own school staff to make 
up the workshops’ staff and many of the available resource per- 
sons in the community. Professional people belonging to the or- 
ganized health groups, such as leaders from city, county, and state 
health departments or regional representatives of the United 
States Public Health Department have augmented our staff and 
they have served as valuable resource persons. As would be ex- 
pected, we have used persons for our workshops who were well 
oriented in the field of mental health and who had an offering to 
make to school personnel. 

To reiterate, we do not feel that a mental health workshop is 
necessarily unique to our Los Angeles area. For many school sys- 
tems have received such grants of funds from the United States 
Public Health Service through their State Health Departments 
for school mental health workshops. 

Nevertheless, from our own rich experience, we would cer- 
tainly recommend all school districts attempt mental health work- 
shops in their own school district using the resource persons avail- 
able to them in their community or state. They, too, will find that 
such workshops are most meaningful, worthwhile experiences for 
teachers, if they are well planned and leveled at the teachers’ areas 
of experiences, problems and needs. 


* * * * * 


THE PEDIATRICIAN AND SCHOOL HEALTH EDUCATION 
RALPH H. BOATMAN, Ph. D. 


Director of Health Education, The Tuberculosis Institute of 
Chicago and Cook County, State Health Chairman, 
Illinois Congress of Parents and Teachers. 


The goal of education is a health educated people—mature, in- 
formed consumers of medical services. The educator who is 
responsible for determining how and when people learn must rely 


(@ 


i) 








(@ 


THE JOURNAL OF SCHOOL HEALTH 97 





upon the disciplines of medicine, public health, dentistry, physi- 
ology, psychology, and many others for the basic content of what is 
to be taught. Upon the shoulders of these investigators and dispens- 
ers of medical services fall the obligation of helping the educators 
to learn the content of health education. 


Responsibility for the school health program belongs to school 
officials, but the health problems which the child presents to teach- 
ers and administrators have their foundation with the parents and 
community, and they can be resolved most effectively when teach- 
ers, parents, public health officials, pediatricians, dentists and 
many others join hands and cooperatively influence the child’s 
educational experiences. 


The child’s first health experiences and education occur in 
the office of the pediatrician and/or family physician who patiently 
educate parents regarding their responsibility for following his 
advice for childcare. The pediatrician’s obligation as an educator 
is not limited to the child’s experiences in his office but must be 
extended to include experiences that the child will have in the 
school and community. In a sense, these additional responsibilities 
are simply an essential extension of the private practice of the 
pediatrician. 


Health education proceeds rapidly for the child when he enters 
school as the non-medical educational specialists assume the re- 
sponsibility of planning learning experiences designed to meet not 
only present but future health needs of the child. The pediatrician 
and these educational specialists must work together cooperatively 
if they are to be effective partners in the continued health education 
of the children and parents. 


The medium available in many schools for bringing together 
the groups most concerned with school health is an advisory body 
called the school health council. Represented on this council are 
parents, teachers, school nurses, physicians, dentists, public health 
officials, and other representatives from voluntary health, educa- 
tional, and community agencies. Each makes a special contribution 
to the function of the council and each is essential. Services re- 
quired in the school health program cannot be provided by school 
officials alone, and must have the understanding and support of 
many individuals representing many community agencies. The 
role of the physician is essentially the same however, regardless of 
the mechanism through which he contributes to school health. 
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What obligations confront the pediatrician who is a member 
of the school health council? Primarily, he is looked upon as the 
specialist in child growth and development and medical problems 
of children. His colleagues on the council, on the other hand, have 
also been invited to participate because of their special knowledges, 
skills, and position in the school and community, but they do not 
usurp the pediatrician’s role. Together, this advisory body must 
formulate school health policies, study specific problems, plan 
action programs, and evaluate periodically the several facets of 
the school health program. 


The pediatrician’s problem is to enhance the council’s knowl- 
edge of health problems of children, for school health policies 
recommended by this group should be based upon their firm know]l- 
edge and understanding of children’s needs. 


On the other hand, the pediatrician is not alone a dispenser of 
information and medical services, and he has an opportunity to 
learn from his colleagues problems of school administration, tech- 
niques and methods of teaching, the specific situations confronting 
the school health nurse, legal problems related to school health, the 
questions of parents, and the contributions of the many health and 
welfare agencies concerned with child health. Education is a two 
way street, and here, as elsewhere the contribution and participa- 
tion of each individual must be respected and his views analyzed as 
the framework for the school health program takes form. 


Some of the specific questions and problems that are quite 
likely to be directed to the pediatrician are as follows: 


How shall health examinations and health screenings be conducted 
for school children? How can the physician’s interpretation of the child’s 
health status be interpreted to teachers who in turn will weave this 
information into educational experiences for the child? 

When accidents, sudden illnesses, communicable diseases, and other 
emergencies occur, what procedures should be followed by the nurse and 
school officials? Is the pediatrician available for emergency conferences 
and advice under these circumstances? 

What policies should be adopted in regard to competitive athletics 
and the little league programs of the lower grades if they are sponsored 
by the school? 

How can the pediatrician, the health educator, the school’s guidance 


and counseling advisors, and other specialists directly concerned with. 


health work together more effectively? 

Is the pediatrician available for consultation with the teacher and/or 
pupils on curriculum problems? Will he conduct special sessions on health 
problems such as those relating to sex education? 

What community resources are available for securing medical services 
for children whose parents are unable to assume the responsibility? 

How can other pediatricians and the general practitioners in the 
community be brought into closer cooperation with the school health 
program? 
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The above are but a few of the problems that require the pedi- 
atrician to function as a health educator on the school health coun- 


cil. There are also other opportunities and needs. 


The private practice of the pediatrician is most demanding 
upon his time and energies. Yet, he also needs to be available as 
a speaker and consultant for teachers’ meetings, conferences, and 
institutes. The limited offerings of most teacher training institu- 
tions in child health study are reflected in the eagerness of the 
teacher to secure more information that helps him to understand 
the child more thoroughly after he has left his alma mater. If the 
pediatrician can help in planning in-service for educators, he will 
do much to strengthen the teacher’s effectiveness in the total school 
health program. 

New films, medical discoveries and practices, books and 
pamphlets offer opportunities for group discussions with parents 
and teachers. 

Frequently, the lay person is criticized for securing his in- 
formation on new medical developments from the popular journals. 
The average individual would much prefer to have this information 
from medical advisors who are known to him locally. Much of the 
confusion resulting from the Salk vaccine was moderated when 
the physicians in one community jointly issued a statement for the 
information of parents, teachers, and administrators. 

Schools rely on their state and local health departments for 
many of the health education pamphlets that they use. The planning 
of these materials is generally in the hands of the professional 
health educator who is skilled in educational techniques, reading 
comprehension levels, layout and design, but he also needs the 
technical assistance of the pediatrician who checks the medical 
accuracy of the bulletin. There are also many pamphlets, books, 
and other materials on child health available from a variety of 
sources. Selected materials recommended by the pediatrician would 
be appreciated by both teachers and parents. 

Finally, no school health program is complete without the active 
participation of parents. Generally, the PTA, which for years 
spearheaded the Summer Round-Up Health Program, is the chan- 
nel of communication between school officials and parents. A recent 
recommendation of the National Congress of Parents and Teachers 
—the encouragement of a program of continuous health super- 
vision of children from birth through their school experience and 
the development of an educational program that will tend to bring 





100 THE JOURNAL OF SCHOOL HEALTH 





children and their parents into effective contact with the health 
resources of the community rather than planning a program of 
single appraisal on school entrance—place a twofold responsibility 
upon the pediatrician. First, he should be the principal advisor to 
the PTA health chairman who is planning educational programs 
for parents which are designed to acquaint them with desirable 
health practices for children. Secondly, as the child and parents’ 
medical advisor, he must be sure that they have complete under- 
standing of his specific recommendations. He in turn must be 
prepared to answer their questions and to create a permissive 
atmosphere which will encourage them to bring their problems 
to him for advice. To many pediatricians, this is probably an ex- 
pensive luxury, but the time involved to insure sound education 
will pay dividends in terms of future cooperation and understand- 
ing. 

Conclusions: In summary, one can conclude that education on 
health problems of children is initially the responsibility of the 
pediatrician, more than that of any other person. Not only does he 
have full responsibility for charting the health course of the de- 
veloping child, but when the child enters school, the pediatrician 
must contribute to the knowledge of teachers, administrators, 
health educators, nurses, and many others who join the health 
education team. No one can usurp his role, but with his guidance 
and help they can extend his influence for the purpose of improv- 
ing the school health program. 
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